
 
PATIENT REGISTRATION AND HISTORY 

 
 
PERSONAL INFORMATION 
 
Patient’s Name __________________________________ Sex (M or F)  Marital Status ________________ 
 
Address _____________________________________________________________________________ 
 
City ________________________________________________  State ____________ Zip __________________ 
 
Home Phone ____________________ Work# ______________________ Cell# _____________________ 
 
Email Address: ______________________________________________________________________________ 
 
What is the best way to contact you? ______________________________________________________  
 
Age ___________ Birth date ________________ Social Security # _______________________________ 
 
Employer ___________________________________________________ Phone ___________________ 
 
Address _____________________________________________________________________________ 
 
City __________________________________________ State __________________ Zip ____________ 
 
In case of emergency, who should be notified __________________________________________________ 
 
Who may we thank for referring you to us? ___________________________________________________ 
 
INSURANCE INFORMATION 
 
Primary Dental Insurance ________________________________________________________________ 
 
Name of Subscriber/Insured ______________________________________________________________ 
 
Insured’s Birth date _________________________ SS# or ID# __________________________________ 
 
Insured’s Employer ______________________________________ Group number ___________________ 
  
 
I authorize the dentist to release any information including any diagnosis and the records of any treatment or 
examination rendered to my child or me during the period of such dental care to third party payers otherwise 
payable to me.  I authorize and request my insurance company to pay directly to the dentist insurance benefits 
otherwise payable to me.  I understand that my dental insurance carrier may pay less than the actual bill for 
services.  I agree to be responsible for payment of all services rendered on my behalf or my dependents.  I have 
received and read the Notice of Privacy Practices. 
 
 
_______________________________________________________________    ___________________ 
                      Patient or Parent/Guardian Signature                                                                         Date 



 
 
 


